Abstract
Introduction
A recent Swiss study reported that 25% of adolescents aged 16-17 years have used cannabis, with the proportion increasing fourfold between 1986 and 1998, and that drug use now begins earlier in life (ISPA, 1999) . Moreover, 3% of adolescents aged 15-25 years have used opiate drugs or cocaine at least once, a percentage which has been stable over the last 25 years. The drug use situation is more or less similar in France, where a recent study found that 34% of adolescents aged 15-19 years had used cannabis during the previous year (OFDT, 1999) . Ecstasy use is increasing (1.5% of adolescents in 1998 compared with 0.5% in 1997). Concerning alcohol use, 10.8% of Swiss adolescents aged 11-15 years drink alcohol at least once a week (ISPA, 1999) . In France, according to a recent evaluation, 25% of adolescents use alcohol at least once a week and 2% drink alcohol every day (OFDT, 1999) .
This study aimed to evaluate a French language version of the Adolescent Drug Abuse Diagnosis in a Swiss sample of adolescent drug or alcohol users. Drug use in adolescence does not have the same impact as drug use in adulthood and instruments for assessment of substance use in adolescents have been developed mainly in the United States. Screening instruments, mostly short self-reports, enable the identi cation of drug or alcohol use whereas other instruments, in the form of interview schedules, aim to provide a broader assessment of drug use and alcohol use, including biographical, psychological and social aspects.
In the rst category there is the MMPI-A (Weed, Butcher & Williams, 1994) , for 14-18-year-olds; the PESQ (Personal Experience Screening Questionnaire; Winters, 1992) , a 16-item questionnaire identifying alcohol and/or drug use in adolescents aged 12-18 years; and the CRAFFT (Knight et al., 1999) a six-item questionnaire based on the CAGE (Ewing, 1984) which gives an evaluation of alcohol problems.
The second category includes the ADI (Adolescent Diagnostic Interview; Winters & Henly, 1993) , a semi-structured interview giving a diagnosis of drug use for adolescents and also assessing psychosocial stressors, school and social functioning and cognitive impairment; the T-ASI (Teen-Addiction Severity Index; Kaminer, Bukstein & Tarter, 1991) , a structured interview investigating seven areas (drug use, school status, professional status, family relationships, legal status, social relationships and psychiatric status); the POSIT (Problem Oriented Screening Instrument for Teenagers; Hall et al., 1998) , a 139-item self-report divided into 10 scales (drug use, somatic status, psychic status, peer relationships, family relationships, school status, professional status, social capacity, leisure and aggressive/delinquent behaviour); the APSI (Adolescent Problem Severity Index; Metzger, Kushner & McLellan, 1991) and the PEI (Personal Experience Inventory; Winters & Henly, 1989) , two structured interviews identifying behaviour towards drug use as well as psychosocial factors. Finally, in the second category, the ADAD (Adolescent Drug Abuse Diagnosis; Friedman & Utada, 1989 ) is a structured interview evaluating nine areas on the basis of 150 questions.
Thus many researchers and clinicians have recently developed assessment instruments for use in adolescents. This is not the case for French-speaking countries. This type of instrument is needed at different levels. In epidemiology, it would make it possible to collect comparable data, while from the point of view of research it would be useful to develop longitudinal studies in order to follow-up adolescents who use drugs. Finally, at a clinical level, a standardized evaluation could help with the assignment of drug-using adolescents to the most appropriate treatment. The ADAD appears to be an adequate tool for use in these various perspectives (Friedman et al., 1993; Friedman, Granick & Kreisher, 1994; Friedman, Terras & Ali, 1998; Friedman & Terras, 1999) . Moreover, it is derived from the ASI (Addiction Severity Index; McLellan et al., 1980) , which is used for the evaluation of adult drug abusers in more than eight European countries.
The goal of the present study was to examine the utility of a French language version of the ADAD in a group of adolescent drug users from the French-speaking part of Switzerland.
The ADAD interview: description of the instrument
The ADAD is a structured interview which includes 150 questions investigating nine areas in order to measure the treatment needs of adolescent drug users. Table 1 describes brie y the evaluated areas: medical, school, employment, social life and relationships with peers, family relationships, mental health, delinquent and criminal activity, drug use and alcohol use. Further questions are included that address socio-demographic characteristics of the subject.
There are two types of scales in the ADAD: 'severity ratings' and 'composite scores'. Severity ratings enable the interviewer to estimate the severity of the problem in each area on a 10-point scale going from 0 (no real problem) to 9 (extreme problem, treatment absolutely necessary). A two-step method is used. In the rst step, the interviewer considers the objective data from the problem area. Next, the client's ratings of his/her problems are taken into account and the interviewer modi es the preliminary rating accordingly. The composite scores are based on the subjects' reports of his/her overt behaviour and performance rather than his/her attitudes, opinions, reactions or judgements. Different weights were given to each item in order to get an evaluation that takes into account the adolescent's circumstances.
According to the article published by the authors of the instrument, the ADAD has good test-retest reliability, satisfactory inter-rater agreement and good external validity (Friedman & Utada, 1989) .
Method

Population
Between January 1998 and March 1999 a group of 102 subjects aged 13-19 years (66 boys and 36 girls) who tted the criteria of illicit drug or alcohol use (at least one substance once a week during the last 3 months) were recruited. Tobacco use was not an inclusion criterion. 94% of the subjects met DSM-IV life-time criteria for drug and/or alcohol abuse or dependence; 40% received single substance diagnosis (35% for cannabis, 3% for alcohol, 2% for heroin) and 54% received multiple substance diagnosis (38% for cannabis and alcohol, 6% for heroin and cocaine, 4% for cocaine and other substance, 2% for heroin and other substance, 4% for cannabis, alcohol and other substance). The mean age was 17.1 years (SD 5 1.4). Seventy-ve per cent were Swiss, 25% came from another country (7% from Southern Europe, 5% from Eastern Europe, 5% from Central and Northern Europe, 3% from Africa, 4% from Southern and Central America, 1% from Asia). The distribution between Swiss and non-Swiss corresponds to the percentage observed in the general population. Subjects came from the French-speaking part of Switzerland, an area corresponding to around one million inhabitants. 89% of the subjects were native French speakers. None of the subjects were excluded due to language dif culties.
Subjects were recruited in a variety of contexts: hospitals, institutions, leisure centres and the general population. The recruitment process was organized through formal information given in meetings organized with professionals who were in contact with drug users (social workers, medical doctors, psychiatrists, nurses, institution directors, teachers). Moreover, yers informing adolescents about the research project and mentioning the conditions required to take part in the study were disseminated in schools, leisure centres and in several places where rave parties were organized. Subjects who took part in the study all gave written consent. They were paid SFr. 50.00 as compensation for the time spent on the interview. Ethical Committee approval was obtained. 
Translation and adaptation: the French language version of the ADAD
The French language version of the ADAD was developed to be as close as possible to the original instrument. All the items from the original ADAD were integrated into the French version.
The translation was carried out in several steps: a rst draft was produced by one member of the research unit, which was reviewed individually by each of the six researchers and then discussed in a group. The items were then translated back into English by two professionals for whom English was their mother tongue. Some items in the 'School', 'Employment' and 'Legal' areas had to be adapted to take into account the European sociocultural context. For instance, the term 'compulsory school' was integrated into the school status evaluation. Considering the vocational education included in most of the European education systems, some questions in the 'Employment' section were adapted to enable evaluation of the vocational curriculum. Moreover, the enactment of drug laws in European countries provides for various sanctions as an alternative to prison when considering drugrelated offences. Thus, two questions about penalty and deferred sentence were added in the 'Legal' area. Finally, some items were added.
These related to diseases and risky behaviour, which are frequently linked to the substance abuser's situation (i.e. hepatitis, prostitution, unprotected sex). Every change was submitted to the author of the instrument, Alfred Friedman, and approved by him.
Assessment procedure
The ADAD interview lasted about 45 minutes. It was integrated into a broader 90-minute protocol including alcohol and drug abuse DSM-IV diagnosis, obtained on the basis of the MINI (Mini International Neuropsychiatric Interview; Sheehan et al., 1998) , the BDI-13 (Beck & Beamesderfer, 1974) , life events and treatment trajectories. Subjects were evaluated in the institution where they were resident or at the research unit. Four psychologists were trained to carry out the interviews.
Results
First, in order to gauge ADAD inter-rater reliability, six interviews were carried out and audio-taped. The researchers studied the interviews separately and coded the answers for the 150 items. In order to evaluate reliability of the severity ratings in the nine areas, the six drug users and ve raters were considered. For each scale, the reliability index corresponded to the agreement percentages within one point in either direction from the modal rating. These percentages are listed in Table 2 and compared with the results obtained by Friedman and Utada (1989) . It should be noted that the sample populations differed regarding their number of subjects and their number of raters. However, agreement percentages, which were high, were comparable in the two situations. As expected, kappas were lower than agreement percentages (cf. Table 3 ). Interclass correlation coef cients were also calculated by the fact that severity ratings consist of quantitative scales. These coef cients are relatively high.
Kappa were also calculated pairwise for the ve raters. They varied from 0.185 to 0.536 (mean 5 0.402), which shows a moderate agreement (cf. Table 4 ).
In Table 5 the composite scores (mean scores and standard deviations) obtained with the Swiss sample are compared with those found by Friedman & Utada (1989) . In the American sample, subjects were divided into three groups according to the type of treatment to which they were assigned: outpatient programme (66%), residential programme (15%), or hospital programme (19%). The Swiss sample was recruited in outpatient units (26%), residential units (27%), hospitals (15%) and leisure places (32%). The composite scores for the American and Swiss samples were comparable, except within 'Legal', in which the Swiss score was much lower than those of any of the American subgroups.
Severity rating means and standard deviations are presented in Table 6 .
The standardized Cronbach alphas and item total correlations are given in Table 7 for each scale. It was not possible to calculate the Cronbach alpha for the scale 'Legal' because there were too many subjects without legal problems. All the Cronbach alphas were high except for those in the 'Social' area, with correlations between items and the total score varying from 0.24 to 0.72.
Correlations between composite scores and severity ratings are presented in Table 8 . The results obtained by Friedman and Utada (1989) refer to a sample of 1042. Globally, the correlations found in both studies were similar and highly signi cant (p , 0.01). The 'Social' and 'Legal' areas had the lowest correlations.
Concurrent validity for some aspects of the ADAD was assessed using two external evaluation instruments, the BDI-13 and the MINI. The BDI scores were correlated with the com- posite scores and the severity ratings for the psychological dimension, as well as for the items 'experienced serious depression occurring during the last 30 days' and 'experienced serious thoughts of suicide occurring during the last 30 days' (Table 9) . From the same perspective, composite scores corresponding to substance use or alcohol use were correlated with the dependency diagnosis obtained with the MINI questions (DSM-IV diagnosis). Logistic regressions were then calculated, with the eight ADAD composite scores as predictors and the state of being either drug-or alcohol-dependent as the criteria. Referring to drug abuse, only substance use gave a signi cant result (cf . Table 10 ). Referring to alcohol abuse, only those scores related to psychological problems and alcohol problems gave statistically signi cant values (cf. Table 11 ).
Discussion
The French language version of the ADAD appears to be an adequate instrument for assessing drug use and associated problems in adolescents. It appears to show moderate inter-rater reliability as well as internal coherence of subscales. The composite scores obtained in the Swiss sample were mostly similar to those found in the three American samples and the correlations between the composite scores and severity ratings were moderate to high as those found in the American study (Friedman & Utada, 1989) .
Concerning the composite scores, the most important difference between the Swiss and the American samples was in the 'Legal' area, which was much lower in the latter. This could be explained by cultural differences; whereas adolescent alcohol or drug use is strongly controlled in most parts of the United States, Swiss drug policy is much more permissive.
Internal consistency was measured by the standardized Cronbach alpha and the values were generally high. The scale 'Social' had the lowest alpha. Friedman & Utada (1989) found similar results, with the lowest alpha for the scale 'Social' (0.66). This could be explained by the fact that information collected in this area can be both positively and negatively evaluated: for instance, a wide peer network can be evaluated either as strong social support or as a substance abuse reinforcement risk factor. This point is a problem for statistical analysis and could be solved by measuring both aspects independently.
The Swiss and American samples were compared with reference to the correlations between the composite scores and the severity ratings. The lowest correlations in both Swiss and American samples were for the areas 'Social' and 'Legal'. For the 'Social' area, the instrument's American authors explain that the severity rating takes into account more aspects in the social area than the composite score. For the 'Legal' area, the lower correlation could be explained by the way the composite score was constructed. The distribution was very asymmetric, with many subjects having a score of 0 and some subjects having very high scores.
Several limitations of the study should be highlighted. The sample was quite small. It was heterogeneous, putting together drug abusers with severe problems (depression, delinquency) and regular drug users with few other problems. Predictive validity and test-retest were not measured. Concurrent validity was partially evaluated: it con rmed reasonable concurrent validity for three out of eight ADAD dimensions.
In conclusion, the ADAD seems to have been successfully adapted. One advantage of this instrument is that it enables a pro le of the subject to be obtained that includes several aspects, such as behaviour, social life and interpersonal relationships. Despite its complexity, the instrument has acceptable validity, reliability and usefulness criteria, enabling international and transcultural comparisons.
Further studies, such as longitudinal studies and clinical evaluations, are needed to con rm the observed results. Moreover, it would be interesting to use the instrument in the therapeutic area in order to provide the basis for individualised treatment planning (Godley et al., 1994; McLellan et al., 1999) . This would also allow evaluation of treatment outcome.
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